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Objectives

Describe evidence for building investment in
primary care services

Outline approaches other states are taking to
Increase primary care investment

Describe current & emerging challenges threats
that primary care needs to address

Summarize key approaches to primary care
payment change regionally and nationally



Recognizing A Hero: Barbara Starfield ML

Pediatrician, academic,
& researcher

Promoted concept of
comprehensive primary
care model

Published numerous
studies documenting
value of comprehensive
primary care services

Barbara Starfield MD
(193271 2011)
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1. first Contact

2. Coordination

3. Continuity

4. Comprehensive
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EXHIBIT 8
Relationship Between Provider Workforce And Quality: General Practitioners Per
10,000 And Quality Rank In 2000

Quality rank
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51
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General practitioners per 10,000

SOURCES: Medicare claims data; and Area Resource File, 2003,
NOTES: For quality ranking, smallervalues equal higher quality. Total physicians held constant.

Source: Baicker & Chandra, Health Affairs, April 7, 2004
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EXHIBIT 9
Relationship Between Provider Workforce And Medicare Spending: General
Practitioners Per 10,000 And Spending Per Beneficiary In 2000

spending per beneficiary (dollars)
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General practitioners per 10,000

SOURCES: Medicare claims data; and Area Resource File, 2003,
MNOTE: Total physicians held constant,

Source: Baicker & Chandra, Health Affairs, April 7, 2004
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https://www.healthaffairs.org/doi/10.1377/hlthaff.2010.0025
https://jamanetwork.com/journals/jamainternalmedicine/article-abstract/2721037
https://jamanetwork.com/journals/jamainternalmedicine/fullarticle/2724393
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OThi s evidence shows t
prevent iliness and death, regardless of whether the
care Is characterized by supply of primary care
physicians, a relationship with a source of primary
care, or the receipt of important features of
primary care. The evidence also shows that
primary care (in contrast to specialty care) Is
associated with a more equitable distribution of
health in populations, a finding that holds in both
crosshational andwithimat 1 onal st

I Source: (StarfielMilbank Q 2005 Sep; 83(3): 46%02.)


https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2690145/

m Hospital Care
m All Other Physician and

Professional Services
m Prescription Drugs and Other

Medical Nondurables
®m Nursing Home Care
Dental Services
®m Home Health Care

m Medical Durables

m Other Health, Residential, and
Personal Care

Source: CMS Actuary.All Payments

Primary Care
(estimated commercial)
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U.S. Trails Other Countries in Portion of Health Care
Payments Going to Primary Care

Netherlandsd primary
care payments: 15% (2014)

Ontario, payments
to family physicians:
8.1% (2010)

UK, payments to
- general practitioners-=== -,
J e a_ﬁlO% (2014) éf’ gl cemo
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OECD average of
24 countries: 12%
(2013)

300 ol

US Avg 57%
(2015)

Source: Koller &hullar NEJM, 2 November 2017
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Typical Primary Care Approach
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Typical Outcome
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Why Focus on Increasing Primary Care Investmel

1. Supported by evidence

2. Number and implications easily understood,
supported by patients/public

3. Nonpartisan approach

4. Communicates misplaced social prioriteasd builds
consensus on societaltyriented goals

5./ 2dzdA R LROGSYuOaAlIftée aSNWTS
attention to social services investing
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Insurance Commissioner for Rl
(20052013)

Used insurance regulation to
promote payment reform,
enhance primary care

Passionate advocate for
advancing primary carbased
health reforms

Currently President Milbank
Fund
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RI Affordability Standards for Commercial Insurer

2010: RI Office Health Insurance Commissioner:

1. Required commercial health plans to invest in primary
care, raise primary care spending by gét/'yr for 5 yrs
New payments had to be made through "RBRS payments
Could not increase overall health care spending

2. Promoted multipayer primary care efforts
3. Invested in health information technology
4. Implemented Value Based Payment models, with caps
on hospital rate increases
Standards enforced through insurance rate review
process

17



Significant Longl'erm Impact of Rl Strateqgy

Health Care Spending Slowed
After Rhode Island Applied
Affordability Standards To
Commercial Insurers

Analyzed trends in health
care commercial plan
spending in Rl compared
to other states over 10yr

period

Saw $21pmpm increase in| = =

flors © slow halh OQuarterdy per enrollee fee-for-service spending in the Rhode sland and control-group cohorts, 2007-16
cnmertly gamer widd

non-FFS payments to =EE e

spending growrh, parteulary
Insarane seetor. Regulatnry ap pr
price conwols, sach as inflation oy
conmract renewals hetwesn comm,

ARSTRACT States ane ntmducing regubitions to slow health care spending
growth, but which of thess siccessfully reduce spending growth remains
unclear, We studied Rhode Island's 2000 affordability standards, which
imposed price controk—particubirly inflition caps and diagnosis-based
TV between cial i nd hospitals and
clinics and required commercial insurers o increase their spending on
primary care and care coordination services, Using a difference-in-
differences design, we compared spending among 38,001 commercially
insured adults in Rhode Eland to that ameng 38,001 matched adults in
other states in the period 2007-15. Relative to quarterly feeforservice
(FFS) spending among the control group, quarterly FFS spending
among the Rhode Tdand group decreased by §76 per enrolles after
implementation of the policy, or a decline of 8.1 percent from 2009
spending. Quarterly nonFFS primary care coordination spending
increased by $21 per enrollee. Total spending growth decreased, driven
by lower prices concordant with the adoption of price controls, Quality
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$76pmpm (8%) decrease

In overall health care
spending
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Spending

2007 2008 2009 2010 2011 2012 2013 2004 2015 216

sounce Authors’ analbysis of data for 21 from the Truven Mar ketScan Commercial Claims and Encourtter s database woves T
coharts are explained in the notes to edibet 1. All values were adusted to a standar dized rinety-day quarter. Dollar amaunts v
rflation adjusted to 2015 dollars. Rhode Isand's affordsbiity standards w mplemented in 2010.




Koller on Increasing Primary Care Investme

Milbank Memorial Fund

NEWS AND UPDATES L ‘F 1

Building Momentum to Measure Primary Care Spending
February 28, 2018

How much of our health care dollars actually go toward
supporting primary care, which is consistently
acknowledged to be key to improving population health?
Some states are working toward an answer.

“At the Fund, we are working to increase policy focus on

primary care spending” said Rachel Block, Fund program officer. "It's a good measure
of how oriented a health system is to primary care, prevention, and population
health. It's also a good measure of whether we're moving in the right direction in
terms of payment reform. We need primary care spending measures to determine if
the various alternate payment mechanisms being implemented are, in fact, providing
more support for primary care.”

Here are five ways in which efforts to measure primary care spending are taking
shape:

+ Earlier this month, Oregon released its third annual report on primary care
spending, the result of legislation passed in 2015 requiring payers to report their
annual primary care spending. Overall, primary care spending rates in Oregon
stayed the same compared to the prior year. But the report notes that more
spending was allocated by Medicaid and commercial plans to non-daims-based
payments—in other words, supplemental payments made to primary care
providers specifically to invest in care management infrastructure.

The Fund has worked on developing methodologies to measure primary care
spending and ways to use these measures as goals for health system
performance. In 2017, the Fund published a report demonstrating that
measuring primary care spending by commercdial insurers is feasible and studying
ways to do it

Primary Care Spending Rate as Lever i NEJM 2017

19


https://www.nejm.org/doi/10.1056/NEJMp1709538

